03/08/2008 15:44 FAX 202 891 9293 _ INDIVIDUAL DEVELOPMENT 21004

41004
0272172008 03:11 FAX 2024429430 . ERA . ’4]_ s
= N ‘ PRINTED: 02/21/2008
- DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. (338-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRIZCTION IDENTIFICATION NUMBER: “ g COMPLETED
: ' A BUILDING. - .
, ‘ c
096203 BN —— 02/15/2008

NAME OF FROVIDEF OR SUPFLIER STREET ADDRESS. CITY, STATE, ZIP CODE

: ’ 6010 DIX STREET, NE
INDIVIDUAL DEVELOPMENT, INC WASHINGTON, DC 20018
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D - _PROVIDER'S PLAN OF CORRECTION S)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE AFPROPRIATE OxTE
DEFICIENGY) :
W 000 | INITIAL COMMENTS W Q00

The Department of Health/Health Regulation
Administration (DOH/HRA) received five unusual
inciderit reports viz facsimile on January 4, 7, 23
and 28, 2008 from the facility involving six
hospitzl emergency room visits by residents in

January, 2008. At the time of the investigation : =
three of the eight residents residing in the facility . i !
had been hospitalized within the month of T

January, 2008.
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1. Review of unusual incident reports on February

it
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12, 2008 at approximately 9:40 AM revealed the !
following: . T

=z
a.) Client#1 was transported to the emergency -

gE 0l v 014

| room on January 4, 2008, for a productive cough
that did net respond to medication therapy and
was treated and released,

b.) Client #1 was transported to the hospital
emergency raom on January

7, 2008, for a productive cough and admitted. te
the hospital with a diagnosis of pneumonla. Client

#1 was Jischarged from the hospital on January
10, 2008,

c.) Client #1 was transported from the day
prograrm to the hospital emergency room on
January 23, 2008, for difficufty breathing and
admittec! to the hospital with a dlagnosis of
respiratory failure and aspiratory pneumaonia.
Client # 1 was discharged fram the hospital on
January 31, 2008.

d.) Cllent #2 was transported to the hospital
emergency room on January 6, 2008, because
her gastric tube was blocked. Client #2 was
reated with a temporary gastric tube replacement
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replaced with a permanent gastric tube on

and released.
[Note: Client #2's temporary gastric tube was
Januar/ 14, 2008.}

e.) Client #3 was transported to the hospital _
emergency room via 911 on January 28, 2008, for
an eleyvated température. Client #3 was admitted
to he hospital with a dlagnosis of sepsis. At the
time of the investigation Client #3 remained In the
hospital.

f.) Cllent #4 was transported to the hospital
emergency room on January

21, 2008, because he was weak, had diminjghed
bowel sounds in all

four quadrants afd vomited a blood stained
tissua like substance that

was approximately three centimeters long. Client
#4 was admitted to

the hospital for vomiting and was discharged
from the hospital on

January 28, 2008.

[Note: Client #4 was admitted to the hospital on
February 8, 2008 for a

schedulzd right laparoscapic radicat
nephrectomy and open

cystolithotomy. Client #4 was discharged from
the hospital on February

12, 2008.]

An Investigation was conducted February 12-15,
2008 based on the identification of concerns
related tc the facility's capacity to furnish
adequate services for the three males and one
female with varying degrees of disabllities that
resided in this facility. The invastigative findings
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.| services for one of four clients in the investigation.
1 (Client i 3)

RETARDATION PROFESSIONAL

Each client's active freatment program must ba
integrated, coordinated and monitored by a
qualified mental ratardation professional,

This STANDARD is not met as evidenced by;
Based on interview, and record review, the
Qualified Mental Retardation Profassional
(QMRP) failled to ensure the coordination of

The fincding includes:

The QVMRP fajled to obfain a gel mattress as
recommended by the Physical Therapist (PT) for
Client # 3 as evidenced by:

Observation of Client #3's hospital bed on
February 14, 2008 at approximately 3:30 PM
revealed that there was a foam matiress lying on
top of a standard mattress. Review of the PT
consult Jated Qctaber 24, 2007 an February 14,
2008 at approximately 3:50 PM revealed that
Client #3 had bilateral spastic quadriparesis and
status post coceyx pressure ulcer, Further review
revealed a recommendation for a gel mattress for
Clletit #3. Interview with the QMRP on February
14, 2008 at approximately 4:00 PM revealed that
the gel mattress had been ordered a "few days
agoe”. There was no evidence that Client #3 had a

This Standard will be met as -
_evidenced by:

As indicated in the report findings -
the gel mattress for client #3 was on

gel mattress was received on
February 17, 2008. QMRP will
ensure that all recommendations are
followed and addressed in a timely
imanner. QMRP will review
-recommendations at least monthly
and provide ongoing status reports
via “Monthly Progress Note™ of the
identified récommendations.

Routine QA reviews will be
conducted to further maintain
compliance with this standard.

order at the time of the survey., The
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gel mattress on his hospltal bed
as recommended by the PT.
W 325 | 482.460(a)(3)(iii) PHYSICIAN SERVICES W 325

The facility must provide or obtain annual physical
examirations of each client that at a minimum
includes routine screening laboratory '
-examinations as determined necessary hy the
physician.

This STANDARD is not met as evidenced by:
Based on staff interview and record verification,
the facility failed to provide routine laboratory
testing as determined necessary by the physician
for one of the four clients included in the
investigation. (Client #3)

The findings include:

1. Review of Client #3's physician's orders (PQOS)
dated December 27, 2007, on February 15, 2008
at approximately 2:30 PM revealed an order for
the ciient to have a urinalysis. In an interview with
the Licensed Practical Nurse (LPN) on February
15, 2008 at approximately 2:45 PM it was
acknowledged that Client #3 did not have the
laboratory test performed, There was no evidence
that the urinalysis was scheduled or obtained as
recommended by the physician.

2. Review of Client #3's POS dated December
27, 2007, on February 15, 2008 at approximately
2:50 PM revealed an order for the client to have &
urine for culture and sensitivity obtained, in an
interview with the LPN on February 15, 2008 at
approximately 2:55 PM It was acknowledged that
Client #2 did not have the [aboratory test
performe:d. There was no evidence that the urine
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developed each year following the
individual’s ISP and updated as
ordered by the Primary Care
Physician. RN will continue to
monitor to ensure that all
recommended laboratories studies
are completed in a timely manner.

RN will conduct additional training
as needed.
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obtained as racommended by the physician. . .
yhe phy This Standard will be met as
evidenced by:
- The routine laboratory studies for
client #3 were completed as ordered
by the Primary Care Physician.
2: 20:08 |

An annual laboratory schedule is 0\!!30‘“_5
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INITIAL COMMENTS

The Department of Health/Health Regulation
Administration (DOH/HRA) received five unusual
incident reports via facsimile on January 4, 7, 23
and 28, 2008, involving six hospital emergency
room visits [n January, 2008, At the time of the
investigation three of the eight residents residing
in the facility had been hospitalized within the
month of January, 2008.

1. Review of unusual incident reports on February
12, 2008 at approximately 9:40 AM revealed the
following:

a.) Resident #1 was transported to the
emergency room on January 4,
2008, vor a productive cough that did not

| respond to medication

therapy and was treated and released.

b.) Resident #1 was transported to the
emergency room on

January 7, 2008, for a productive cough and
admitted to the hospital

with a diaghosis of Pneumonia. Resident #1 was
discharged from the

hospitzl on January 10, 2008,

hospital

¢.) Resident#1 was transported to the hospital
emergency room on

January 23, 2008, from the day program for a
productive cough and

admitted to the hospital with a diagnosis of
Respiratory Failure and :
Aspiratory Pneumonia. Resident # 1 was
discharged from the hospital

on January 31, 2008.

d.) Resident #2 was transported to the hospital
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Bmergensy rom on
January 6, 2008, because her gastric tube was
blocked. Resident#2

was treated and released with a temporary
gastric tube.

[Note: Client #2's temporary gastric tube was
replaced with a ‘
permanent gastric {ube on January 14, 2008.]

e.) Resldent #3 was trapsported to the hospital
emergency room via 911

on January 28, 2008, for an elevated
temperature. Resident #3 was

admlited to the hospital with a diagnosis of
sepsis. Af the time of the

investigation Resident #3 remained in the
hospital.

f.) Resident #4 was transported to the hospital
emergency room on

January 21, 2008, because he was weak, had
dimninished bowel sounds

in all four gquadrants and vemited a blood
stained tissue like substance

that wais approximately three centimeters long.
Residert #4 was

admitted to the hospital for vomiting and was
discharged from the

hospital on January 28, 2008,

[Note: Resident #4 was admitted to the hospital
on February 8, 2008

for a scheduled right laparoscopic radica)
nephreciomy and

cystolithotormy. Resident #4 was discharged
from the hospital on

February 12, 2008.]

An investigation was conducted February 12-15,

iealth Regulation Administration
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2008 based on the Identification of concerns
related to the facility's capacity to furnish
adequate services for the three males and one
female with varying degrees of disabilities that
residec in this facility. The investigative findings
are baged on observations in the group home
and inferviews with residential, nursing, and
administrative staff. Review of records; including
Investigations of unusual incident reports was
.also conducted. :

3520.2(e) PROFESSION SERVICES: GENERAL
FROVISIONS

Each GHMRP shall have available qualified
profess:onal staff to carry out and monitor
necessary professional interventions, in
accordznce with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited ta, those services provided by individuals
trained, qualified, and licensed as required hy
District of Columbla law in the following
disclplines or areas of services:

{e) Nursing;

This Statute is not met as evidenced by:

The GHMRP failed ta ensure that qualified
professional staff carried out and rmonitored
necessary professional interventions, in
accordance with clients needs, the goals and-
objectives of every individual habilitation plan, as
determined to be necessary by the
interdisciplinary team for one of four residents in
the investigation. ( Resident#3 )

The findings include:
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1. Review of Resident #3's physician's orders
(POS) jated December 27, 2007, on February
15, 2008 at approximately 2:30 PM revealed an
order for the client to a urinalysis. In an interview
with the: Licensed Practical Nurse (LPN) on
February 15, 2008 at approximately 2;45 PM it
was acinowledged that Resident #3 did not have
the laboratory test performed. There wasno
avidence that the urinalysis was schedufed or
obtained as recommended by the physician.

2. Review of Resident #3's POS dated December
27, 2007, on February 15, 2008 at approximately
2:50 PM revealed an order for the client to have a
urine for culture and sensitivity obtained. In an
interview with the LPN on February 15, 2008 at
approximately 2:56 PM it was acknowledged that
Resident #3 did not have the laboratory test
performed. There was no evidence that the urine
for cultLre and sensitivily was scheduled or
abtained as recommended by the physician.

35213 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s Individual Habilitation Plan.

This Ststute is not met as evidenced by:

Based cn interview and record review, the
GHMRF failed to ensure habilitation, training and
assistance was provided for one of four residents
in the investigation in accordance with their
Individual Habilitation Plan (IHP). ( Resident #3)

The finding includes:

The QMRP falled to obtain a gel mattress as
recommendad by the Physical Therapist (PT) for

395

422

Reference response to W325 of the
Federal Deficiency report.

Reference Response to W159 of the
Federal Deficiency report.
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Resident # 3 as evidenced by:

| Observation of Resldent #3's hospital bed on
February 14, 2008 at approximately 3:30 PM
revealed that there was a foam mattress overlay
on top of a standard mattress. Review of the PT
consult dated October 24, 2007 on February 14,
2008 at approximately 3,50 PM revealed that
Resident #3 had bilateral spastic quadriparesis
and status post coccyx pressure ulcer, Further
review revealed a recommendation for a gel
mattress for Resident #3, Interview with the
QMRP an February 14, 2008 at approximately
4:00 PM revealed that the gel mattress had been
ordered a "few days ago". There was no evidence
that Resident #3 had a gel mattress on his
hospital bed as recommended by the PT.

imalth Regulation Administration
TATE FORM ouea 9XM911 _ If continuation sheat 5§ of 5




	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

